Labrador keratopathy (LK) is an acquired disease in people who have spent most of their lives outdoors exposed to ultraviolet irradiation." Various authors have given different names to the same condition, which is found throughout the world.' Freedman2 in his classical paper has shown that the clinical appearances and pathological changes in all cases are similar, differing only in severity. There is an almost unanimous opinion among the authors that climatic conditions and aging are the main factors of this acquired corneal degeneration,2"'' whereas histopathological findings are still inconclusive." * The work of Johnson' has recently contributed to the understanding of the pathophysiology of the formation of the droplets on the superficial cornea. Johnson suggests that solar irradiation acts on plasma proteins present in the cornea, degrading them so that they accumulate in the superficial cornea. 6 Very little has been said on the treatment of LK. Sunglasses and artificial tears are suggested for lesser degree of LK, and for advanced cases superficial keratectomy and lamellar corneal grafts may be indicated. "4 Since LK occurs mainly in the elderly,2356
lens opacities are a common associated finding. Previously we postponed cataract surgery in patients with moderate and severe LK, since visual impairment was predominantly due to the corneal pathology. We therefore did not expect any improvement in vision following lens extraction in patients with preoperative visual acuity of counting fingers or better due to severe LK. In exceptional cases, where bilateral mature cataracts were present and preoperative vision was limited to light perception in both eyes, a cataract extraction was performed. In September 1983 a 65-year-old black male with a left intumescent cataract and a shallow anterior chamber was admitted for cataract extraction. For the four years prior to admission he had been known to suffer from progressive bilateral severe LK. His right eye had an incipient cataract with 2/60 vision and the left eye had light perception only. A planned left extracapsular cataract extraction was performed.
The patient was discharged after an uneventful postoperative course on betamethasone-neomycin drops (Betnesol N) four times a day, with atropine 1% drops twice daily. Eight weeks later, he returned to our outpatient clinic for routine follow-up. Although he expressed his satisfaction at the improved visual acuity in the left eye, he complained of not being able to sit outside in the sun as had been his habit prior to the operation. On slit-lamp examination there were these droplets across the cornea to involve the epithelium of the central area and the lower half of the cornea. Vision is 6/12 or less. In some cases there is pigment migration from the conjunctiva on to the cornea in the interpalpebral area. Stage 3. This is characterised by an increase in the size of the droplets, which begin to invade the deeper part of the epithelium and the superficial parts of the stroma. These droplets now form yellow nodules which protrude above the surface of the epithelium. Vision is 6/24 or less (Fig. 1) .
Stage 4. In this stage the nodular swellings erode through the epithelium, causing deep ulcers involving epithelium and stroma. Corneal sensation is diminished or absent in the involved area a-nd vision is severely impaired (6/60 or less). The lesions remain painless and the cornea is not vascularised (Figs. 2, 3) .
Stage 5. The corneal lesions become denser and deeper and the involved cornea shows vascularisation which is a result of recurrent secondary infections. Vision is less than 1/60 (Fig. 4) .
A planned extracapsular cataract extraction was following extracapsular cataract extraction (p<O-Ol).
Patients who had unilateral cataract extraction (Table 4) showed concomitant regression in the fellow eye in three out of six eyes (cases 1, 16, and 17). Two eyes were phthisical and could not be assessed and three eyes (cases 6, 8 and 14) showed no alteration.
Discussion
Previous papers on LK have dealt mainly with its clinical description, epidemiology, incidence, aetiology, and histopathology. Very little is known about the treatment of this condition. Therapeutic measures recommended for LK include sunglasses, ocular lubricants, superficial keratectomy, and lamellar keratoplasty in advanced cases.3 However, there have been no detailed reports on these therapeutic measures. So far the condition has been thought to be progressive or stationary.5 There have been no previous reports on the regression of LK.
The results of our prospective clinical study have demonstrated a regression of the LK following extracapsular cataract extraction. The regression became evident between eight weeks and four months postoperatively. The most dramatic improvement occurred in the patients at stages 3 and 4, who regressed to stage 2 with marked improvement in visual acuity (Tables 2 and 4 either remained the same postoperatively (case 4) or regressed to stage 1 (case 10). Therefore the regression of LK at the ends of the spectrum of the disease was less spectacular, both in eyes operated upon and those not operated upon.
The improvement in LK could have been due to a number of factors. Reduction in exposure to sunlight is important, since the relation between LK and exposure to ultraviolet irradiation is well documented.' Most of the patients in our clinical study came from the Northern Transvaal, in which the average annual duration of sunshine expressed as a percentage of possible sunshine is 80%. They were all edlerly, and their occpation and lifestyle had resulted in chronic exposure to solar irradiation. Aphakic photophobia is a well known phenomenon attributable to the absence of the lens, which absorbs 80% of the ultraviolet light. Glare disability in aphakes has been documented,""' and the presence of a posterior capsule might aggravate it. " Postoperatively most of our patients complained of 
